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BEYOND GENERAL PRACTICE: THE HEALTH TEAM
In a group of articles published within the past few years'7 renewed effort
was made to provide status for the general practitioner by extending his
training and furnishing him with a more attractive job description. It is
the purpose of this article to elaborate the thesis that it is not possible to
restore the general practitioner, because of the passing of an era and its
social setting, nor is it even desirable in view of vast changes in medical
science and knowledge; rather, a new and more realistic format for the
provision of medical services which were formerly the general practitioner's
rsponsibility is needed and such a program is here described.
The general practitioner who knew a community inside and out, who
encompassed all existing medical knowledge and skills, who was able to
diagnose and minister to physical and emotional illness-from medical
training partly, but more from intimate association with the people he min-
istered to-became obsolescent at the turn of the century. The personal,
neighborly figure was attacked, in rapid succession, by the scientific ad-
vances of medical knowledge (which made it impossible for one individual
to encompass the whole of medical knowledge and skill), by the reformula-
tion of medical education on a scientific basis, and by the transformations
in American social life incident upon the closing of the frontier: mech-
anization, industrialization, urbanization, and depersonalization. And if
this was not enough, the internal revolution of medical care, occasioned
by the above, removed the locus of definitive medical care to the hospital,
thereby institutionalizing medical service and freezing the general practi-
tioner out of the main stream of both care and learning.22 Hospitals require
staffs of specialists, and for what speciality is the general practitioner
equipped? He can only do less than a specialist in any specialty. With
the emphasis on standards of training and experience, it would be unfair
to patients to offer less well-trained, or less experienced general practi-
tioners as specialists on a specialized service. This would not be accept-
able to the house staff, the doctors in training, any more than it would
be to the specialists.
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In fifty crowded years the extensive changes in American life demanded
changes in the pattern of medical practice. But for reasons examined more
in detail by sociologists elsewhere,''" the form of medical practice has
changed very little. Evidences of the trend to change, and the direction,
are present. For example, specialization has come and is increasing. The
percentage of medical school graduates limiting their practice to a specialty
increased from 30 per cent in 1930 to 63.3 per cent in 1940.
General practitioners are inadequately trained to carry the new role
in the increasingly scientific practice of medicine, at the same time that
they are failing in the old role because they are improperly equipped to
offer the guidance and support that the kindly "family doctor" dispensed
TABLE 1. PERCENTAGE OF PHYSICIANS BY TYPE OF PRACTICE AND
YEAR OF GRADUATION FROM MEDICAL SCHOOL8
Year of graduation
Type of practice 1915 1920 1925 1930 1935 1940
General practice 22.5 23.8 25.1 31.5 25.0 23.4
Special attention to a specialty 35.6 40.4 40.5 37.9 18.2 12.0
Limited to a specialty 40.9 35.0 34.0 30.4 55.1 63.3
Not practising or not specified 1.0 0.8 0.5 0.3 1.7 1.3
instead of scientific medicine.! General practitioners are increasingly barred
from the main site of medical practice, the hospital, and thus from improv-
ing, or even maintaining, the level of professional skill and knowledge they
brought away from medical school five, fifteen, or twenty-five years ago.
As one editorialist said, approvingly, " . . . the patient today may be cured
of a once fatal illness by an expert whose name he didn't quite catch, in-
stead of dying with his old family doctor sitting loyally at the bedside.""
Available evidence indicates that physicians are abandoning general
practice for specialized practice and abandoning the rural areas in which
the sociological base for continuing utility of this type of practice still re-
mains9 (see Table 1"). The average age of physicians in rural areas is
considerably higher than that of physicians in urban areas""9 (see Table
2"). And finally, general practice does not pay nearly so well as specialized
practice (see Table 3").
The presidential addresses, departments of general practice,' academies
of general practice, and solicitous editorials regarding moribund general
practice'' do have a utility in the current scene. In a sense they offer
solutions, though of a transitory kind. While declining in numbers and
prestige, general practitioners do exist in their thousands. And short of
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a revolutionary change in medical organization and/or methods of pay-
ment, they must continue to exist. Consequently, any effort to comfort
the general practitioner in his role and to improve professional standards
will be a service to him as well as to the community he continues to serve.
But it is important to recognize that this situation and these solutions
are transitory. Increasing the years of training before a physician is al-
lowed to practice is an excellent solution, but the content of the training
should reflect the new situation and the new needs. Collings and Clark,7
for example, concern themselves with creating a semi-specialist in a half
dozen fields (which is possibly more difficult and certainly less attainable
than accepting outright specialization and encouraging it), modifying prac-
TABLE 2. TREND OF PHYSICIAN SUPPLY'
Physicians per 100,000
1923 1938 1940
Counties having cities of 50,000 or more 155 175 180
Counties having cities of 2,500 to 49,999 120 100 100
Counties having no urban place 90 70 65
tice in other directions to recapture the needed social role of the family
doctor.
In that case, what of the "family doctor"? Who will see the patient
in the first instance and determine if the complaint is minor or major?
Who will refer cases to the specialists for more complex and precise diag-
nosis or treatment? Who will collate the reports as they come in? Who
will adjust the precise "scientific" reports or findings to the patient, that
imprecise person of infinite variability? Who will be so intimately re-
lated to the family as to know the interpersonal problems, assess them
in relationship to the complaints or symptoms, and provide the support
and guidance that probably d-oes more to determine the duration or severity
of an illness than the specific treatment? Who will carry on the day-to-day
psychosomatic practice? Who?
As a Crown Council, on the death of a monarch, meets to arrange for
an orderly succession, so it is the responsibility of medical educators and
administrators to provide a system of organization and program of educa-
tion to provide replacements for the defunct general practitioner.
These comments are not intended to disparage the general practitioner
as understood by patients and doctors. The decline of this worthwhile
social figure has had a damaging effect on patient-doctor relationships and
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may bode even worse for the future. The question at issue is whether
something meaningful in the person, or the practice, can be salvaged.
Since general practice is neither attractive to physicians' nor lucrative,'
nor by present standards adequate to the needs of patients,2' perhaps
various approaches to possible solutions should be tried in order to gain
the experience necessary to recommend changes. After this, it will still
require adjustments for students and practitioners and probably whole-
sale re-education of the patient population toward acceptance of any pro-
posal, no matter how carefully tested.
Group practice is an obvious solution to the scientific overgrowth of
medicine. Some of the previous strictures mentioned above lose their
TABLE 3. MEAN NET INCOME OF PHYSICIANS By TYPE OF PRACTICE 1949a
Independent practice Salaried
General practice $ 8,835.00 $6,281.00
Partly specialized 11,758.00
Fully specialized 15,014.00 8,884.00
force when the complex and difficult sciences of modern medicine are broken
up, and groups of specialists can then be brought to bear on the problems
of disease and treatment. A number of excellent reviews of the need for
and potentialities of group practice exist." However, at bottom, the
problem of the family doctor has still to be faced. In a group practice
unit, composed of specialists, what will his specialty be? Will he do a little
less of most specialties than the specialists? This is the same problem faced
in hospital staff privileges. It is hardly fair to the patient, who is entitled
to the best surgical care for all surgical conditions, not just some, the best
pediatric, obstetrical, dermatological, and so on. What, then, should be
the role of the family doctor? How will he be trained, what competence
will he have, and how will he carry on such diverse activities as a family
doctor must? It goes without saying that the people (the patients) con-
tinue to want and need a doctor with the qualities of the old family doctor.
They want to be considered "as a person,"' as Canby Robinson so neatly
puts it.
The experience recorded below is not intended to fix the limits of the
changes necessary. This is one experience, a demonstration of one type
of method for meeting the situation. There will, of course, be situations
in which such a high degree of organization will not be possible at the
present time. Hospitals, laboratory facilities, and adequate transportation
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are lacking in many rural or semi-rural areas. For these, another type of
solution can be and is being worked out. For example, the Rip Van Winkle
Clinic is experimenting with outpost doctors in a group practice unit.'
Let us keep in mind, however, the vast number of people who do live in
urban areas in which a practice as described below is feasible.
This introduction should serve as the background for the presentation
of the wholly new type of family medical practice postulated here to fill the
gap left by the disappearing general practitioner. Under the joint auspices
of the Community Service Society, the Columbia College of Physicians
and Surgeons, and the Montefiore Hospital, the Family Health Mainte-
nance Demonstration is being carried on. A fairly conmplete statement of
the origin and aims of this program, as well as a description of the roles
of the participants, will be found in The family health maintenance demon-
stration.' In brief, this program was inaugurated "to determine what
services can reasonably be added to a comprehensive medical care pro-
gram which would result in favorably influencing the health of the families
concerned."' In order to provide preventive service, evaluations were first
carried out on 150 presumably normal families selected at random from
among 8,000 families subscribing to the Health Insurance Plan of Greater
New York' who were members of the Montefiore Medical Group. After
determining need, both the medical care and the health promotion activities
on behalf of these families were carried on by the Demonstration. For the
purposes of this paper, I would like to pass over the research aspects and
information-collecting side of the Demonstration and emphasize the method
of providing service.
Preventive and therapeutic services are provided by a "health team"
composed of a physician trained in internal medicine, a psychiatric social
worker, and a public health nurse. For children under 13, the evaluation,
medical care, and preventive responsibility are lodged in a trained
pediatrician.
The team operates by dividing responsibility, delineating individual
roles, and accepting each other's professional competence. By holding to
the democratic team structure, conflict is avoided, and the procedure ren-
dered relatively frictionless.' "' The doctor is responsible for the physical
disease. The public health nurse is responsible for collecting information
about housing, nutrition, health practices, school and occupational adjust-
ment, and the recreational aspects of family life. The social worker con-
cerns herself with interpersonal relationships and adjustments, the emo-
tional problems of family living. Obviously, in the preventive area there
will be overlapping of interest and competence, as, for example, in child
growth and development, where all have a stake.
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The families who enter the Demonstration are examined by the team,
according to this scheme, to provide a body of information that can be
used as a base both for the research and the services to the family. Some
of this information is obtained in interviews in the office, some at home.
After studying a family according to their schedules, the team meets and
discusses findings. The individual team members sort out impressions as
they are modified by the new information gained from the others. Out of
this emerges a plan for the family. This in turn is discussed with the
family. The team member with a responsibility in a given area takes up
the preventive or therapeutic recommendation and follows through. In
the overlapping areas the team member with whom the family seems
most comfortable takes over.
After this conference the family may call on only one of the team mem-
bers for service, following the plan and using the nurse or social worker
or physician for the physical or emotional condition found at the prelim-
inary evaluation. Later, other team members may be called upon by the
one working with the family for additional care or for assistance with a
new problem. In any case, any and all members of the team are ready and
may be called upon to help. At the same time routine conferences are
being held by the team so that information is exchanged and they apprize
one another of developments. A unit record for the family makes it pos-
sible for all team members to be informed. This compound replacement
of the family doctor, the health team, is aware of all the nuances of strength
and weakness in the family structure and is prepared to cope with prob-
lems. Additional opportunities for discussion and interchange of opinion
and information are offered at the organized group educational meetings
carried on by team members as well as in the casual contacts at the office.
When a mother brings a baby to the pediatrician for a routine check-up,
she will have an opportunity to see the social worker or nurse, or her own
physician, and say a few words, or get an insight into some other matter
that troubles her, or some question she may have in her mind. Every
contact is an opportunity to tap the knowledge and skills of all the mem-
bers of the team, because the intercommunication of the team members
leads to exchange of skills and interests.
It goes without saying that such a team offers unparalleled opportunities
for preventive medicine. Just as group practice provides for the entry of
specialized care into family practice, the health team with its increased
area of contact provides for preventive service, particularly in the emo-
tional field. The initial evaluation offers the base, the frequent contacts,
the educational medium for preventive practice.
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Considerable discussion could no doubt be engendered as to why social
worker and nurse were chosen as the physician's teammates. Why not
one or the other? The thought that went into the selection is no doubt
evident in the description of the duties. In the past fifty years each of
these professions has established a therapeutic area,"""""' and the educa-
tion for this role is time-consuming and precise. In establishing preventive
roles for both, the therapeutic role played heretofore had to be considered.
Perhaps a polyvalent associate of the physician can be developed, some one
with the characteristics of both public health nurse and social worker.
Of course, it may be considerably harder to develop a new type of pro-
fessional person than to use the expanded services of existing professional
people.
Who is this "internist" who participates as a partner with the social
worker and public health nurse on the health team? What is his training,
what is his actual job as a doctor? Briefly, he is trained as a specialist in
adult medicine, with two to five years of hospital experience after gradua-
tion from medical school. He is eligible for the Board of Internal Medi-
cine. He cannot and should not deliver babies, refract eyes, set fractures,
remove tonsils, or diagnose and treat the ills of infants. But he does offer
the round of medical services to adults in the home, office, and hospital
which a trained medical specialist can provide. This "internist" is not
the classical "diagnostician" or "consultant" who is called in to give an
occasional expert opinion. He is the family's personal physician and has
the training and experience to diagnose and treat the simplest or most
complex of medical conditions. The classical consultant in medicine will
find less place for application of his skills, too, since the internist described
here will be much less in need of help or support to handle cardiac com-
plications, diabetes, or thyroid disease. And the family internist will, by
making both house calls and hospital visits in addition to office care, pro-
vide the continuity of care so essential to good medical service.
This family internist member of the team sees medical practice as a
satisfying union of the application of his skills and the rewards therefrom.
He looks forward to staff advancement on the hospital medical service to
which he is attached, teaching and learning through teaching, participating
in modest clinical research and study-a life of continuous professional
growth. His salaried position in a medical group offers him satisfying
freedom from sharp competitive practice and the need to drive for finan-
cial goals. All of his energies can be focussed on patient care, mediated
through his personal attention to patients and his participation in team
activities.
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The health team is supported by two consultant bodies. On the one
hand there is a group of medical specialists: the surgeons, obstetricians,
ophthalmologists, and so on, the specialists who are part of the Montefiore
Medical Group. To them will be referred patients with the diagnostic and
therapeutic problems an internist or pediatrician could not be expected
to handle. But the health team collates the information received from the
consultants and makes the decision as to the appropriate therapy (except
in emergencies, of course) just as a family doctor would.
On the other hand, a group of consultants reflecting the added aspects of
modern medical service advise the team. A psychiatrist, psychologist,
health educator, and social scientist comprise this group. The health edu-
cator helps the team organize and run health promotional activities: group
discussions, educational films, advice on the selection of health educational
materials. The social scientist is concerned with team-patient and intra-
team relationships. The psychologist is responsible for psychological test-
ing, the results of which will verify or supplement the team evaluations
in the area of emotional difficulty or interpersonal functioning.
The psychiatrist plays a part which underlines the basic value of the
team as a modern replacement for the family doctor. He is charged with
providing information and training in his field so that the teamil can accept
responsibility for separating minor from major emotional disease ("major"
being severe psychoneurosis or psychosis) and for referring the individual
with major emotional illness to an appropriate agency. Minor difficulties,
in this rather broad sense meaning the ordinary stresses of family living
and the day-to-day problems that may require professional advice and
guidance, are handled by the team itself. In routine conferences the psy-
chiatrist provides supervision and either general or specific advice, without
dealing with the patient directly.
I do not mean to exaggerate the psychiatrist's role or importance to
the team operation. But here is the kind of situation in which the health
team helps families in the same way the family doctor was able to help
them, a factor regrettably missing from large areas of general practice
today. -Furthermore, by removing a good bit of what might ordinarily
find its way to the psychiatrist, the health team allows that specialist to
devote his scarce skill to those who are seriously ill and who are so much
more in need of him. Such a program as that recommended by the Com-
monwealth FundM" for helping the general practitioner to establish him-
self in this psychotherapeutic area and for providing the added skill he
needs to reduce the tremendous burden of emotional disease and unhappi-
ness can also be put to effective use by the health team.
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I should now like to touch upon another moot and presently shifting
area-medical education. The next development in medical education
could well grow out of this idea of a health team. Already, with declining
ward and out-patient populations and growing medical insurance cover-
age, the medical school must look to new sources of teaching material. In
some places the shift is evident in the new organization of out-patient
teaching services.'8'"2 Certainly, learning how to provide medical care
and to practise preventive medicine will be easier and more rewarding
within the framework of a health team.
Such an organization obviously requires a delicate financial and con-
tractual arrangement. Group practice with prepayment is feasible, as has
been demonstrated by the Health Insurance Plan of which the Montefiore
Medical Group is a part. To add the services of a health team is to in-
crease the cost of health insurance surprisingly little. Our study is not
yet finished, so precise information as to cost will not be available for a
few more years, but at the moment a guess would be that a 10 or 15 per
cent increase in the cost of health insurance is all that would be necessary.
To conclude, I have attempted to show that scientific advance is in-
evitably forcing specialization and institutionalizing medical care, and
sociological changes which are hopelessly isolating the doctor from the
community are making the general practitioner obsolete. Efforts to restore
the general practitioner to his preeminent position are doomed to failure
in the long run, although temporary measures are justified because in-
dividuals will continue in such practice for a significant number of years,
and their professional skill should be enhanced in every way possible.
The growth of group practice on a prepayment basis is proceeding in
this country at a regular, though slow, rate. This growth should be fos-
tered and the rate accelerated by the active efforts of the medical profes-
sion. There are many reasons why the profession itself should be boldly
involved in this, not the least of which is that group practice is the vital
substrate on which the health team replacement for the family doctor
can be built.
A description of the proposed health team has been given, illustrating
the part it plays in providing medical care for those families participating
in the Family Health Maintenance Demonstration at Montefiore Hospital.
It is shown how, within the framework of group practice, such a team,
composed of a physician (trained and qualified internist for adults, trained
and qualified pediatrician for children under 13), public health nurse, and
psychiatric social worker, functions in providing the diagnostic, preventive,
and therapeutic services families need in both the physical and emotional
area. The team is supported by a medical group practice unit for spe-
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cialized medical services and a consultant group composed of psychiatrist,
psychologist, and social scientist to help discharge the other aspects of its
functions. The psychiatrist's role with such a team is to provide educa-
tion, supervision, and advice for the team.
The team provides advice, guidance, and support in the ordinary emo-
tional stresses of the family, attempting through individual and group edu-
cational activities to lessen present and future difficulties. Severely psy-
choneurotic or psychotic family members are referred to appropriate
agencies for care.
The health team is recommended as a method for replacing the ad-
vantages the general practitioner formerly offered and which the com-
munity still needs. Organization of medical care around such a team in
a group practice unit, and medical education around such team practice
should be considered.
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